Partial Amputation of the Penis Partial amputation of the penis is still required in the management of carcinoma of that organ, in spite of the excellent results obtained with modern radiotherapy. The ideal technique requires to be simple, providing a stable, terminal, meatus and preserving adequate penile length.
The standard technique (Swinney & Hammersley 1963) , with its long skin flap and need to leave a relative excess of urethra, results in a short penile stump and an undesirable incidence of meatal stenosis. Modification of the guillotine amputation using a ventral urethral incision and skin flap (Claxton 1974) 
Methods and Materials
The procedure is carried out under general anesthesia, after biopsy confirmation. Amputation is carried out 2.5 cm proximal to the lesion avoiding irradiated tissue in cases requiring surgery after failure of radiotherapy. At the level of amputation 1 cm long triangular skin flaps are marked out as shown in Fig 1! A thin rubber tourniquet is then applied around the base of the penis, the skin flaps are reflected and guillotine amputation is performed. Hmmostasis is obtained in the usual manner with closure of the corpora cavernosa. Lateral incisions are made into the urethra 1 cm deep and then the apex of each skin flap is sutured to the apex of the ipsilateral urethral incision. The mucocutaneous suture line is completed as shown in Fig 2, and 
